uncommon and in any case would not alter our conclusions regarding the rectum and sigmoid.
Silman et al found six patients who had adenomas greater than 10 mm in diameter among 108 who had noticed rectal bleeding,5 and Farrands and Hardcastle found one patient with a sigmoid adenoma among 35 with rectal bleeding. 16 We found four patients with adenomas among 48 who had noticed rectal bleeding but, unlike the two previous reports, we subjected those 263 subjects who had not noticed rectal bleeding to sigmoidoscopy and found seven with polyps and one with cancer. Forty four subjects would have undergone unnecessary sigmoidoscopy with its attendant cost and anxiety if a policy of investigation on the basis of rectal bleeding had been implemented.
Although flexible sigmoidoscopy was performed in this study by experienced endoscopists, in a minority of patients the instrument was not inserted beyond 40 cm. This difficulty has been reported previouslyl7 and might have been overcome by better bowel preparation. In patients rather than volunteers it is our practice to repeat sigmoidoscopy after more thorough bowel preparation. Our findings, however, are certainly valid for rigid sigmoidoscopy, for which the average length of insertion has been reported as 19-5 cm. '8 We examined rectal bleeding in apparently healthy men who had not consulted a doctor for this symptom. The results confirm that rectal bleeding is not rare in healthy men and caution against any public education programme designed to use it as a "screening test" for colorectal cancer. A patient presenting to a doctor with this symptom is, however, a different problem. We are currently examining whether full investigation of such patients will result in the diagnosis of significant numbers of colorectal neoplasms. The recent onset of rectal bleeding or the concomitant presence of other symptoms may select those people who go to their doctor and, together with other factors as yet undefined, may allow the doctor to select patients for colorectal investigation. SHORT REPORTS Adverse cardiovascular response to oral trimeprazine in children Trimeprazine has been widely used both as a premedicant and as a general paediatric sedative. Recently we became aware of four cases in which the use of trimeprazine as a paediatric premedicant was accompanied by disturbing cardiorespiratory instability.
Case reports
The The manufacturers have no record of hypotensive complications other than those quoted in this report. 
Cardiopulmonary resuscitation skills of preregistration house officers
The importance of cardiopulmonary resuscitation is well established, yet studies in the United States found that only 29%0 of junior doctors could satisfactorily compress and ventilate a manikin-that is, perform basic life support.' A recent study from Addenbrookes Hospital showed that only 8%°of junior doctors could manage a cardiopulmonary arrest adequately.2 We report on the resuscitative skills of newly appointed house officers at a London teaching hospital.
Subjects, methods, and results
All house officers were tested during their first month as qualified doctors. On their first morning they were issued with a 10 question, five stem multiple choice paper, to be completed in 10 minutes. The practical evaluation was in two parts: part 1 tested their ability to perform adequate external cardiac massage and mouth to mouth ventilation using a standard Ambu training manikin. Special attention was paid to the force of compression, rate and rhythm, and whether external cardiac massage was done dangerously-that is, off centre or too low. The technique and effectiveness of mouth to mouth ventilation were also assessed. House officers failed if they were unable adequately to ventilate the manikin or produce adequate chest compression, as recorded by the attached standard monitors, or if their technique was dangerous. Part 2 tested the house officer's skill at intubating an intubation model, connecting the endotracheal tube via standard connections to a standard anaesthetic machine, and delivering enough 100% oxygen. Special attention was paid to whether the doctor checked the laryngoscope and bulb, protected the teeth during intubation, and whether the tube was lubricated and the balloon satisfactorily inflated. The time taken to intubate and ventilate was recorded.
The multiple choice paper tested the management of ventricular fibrillation, asystole, and electromechanical dissociation. Priorities when conducting advanced cardiac life support were also assessed, as were skills in the management of complications arising during cardiopulmonary resuscitation-for example, pneumothorax.
The Cardiopulmonary resuscitation requires largely practical skills. Apart from the examination of patients, practical skills are neither taught nor, more important, examined in final medical examinations. Learning cardiopulmonary resuscitation by experience on patients will cost lives. Many doctors, having failed abysmally in a particular part of the study, were particularly receptive when given a practical tutorial.
The skills are not complex: many house officers failed because they were literally unable to turn on the oxygen supply of a standard anaesthetic machine. Others, lacking this vital skill, even attempted to unscrew the oxygen bottle from the trolley, which could have resulted in the cylinder falling from the machine.
Responsibility for this state of affairs must rest with the teaching authorities. Hitherto they have assumed that these skills are acquired by "osmosis," rather than by any organised programme of instruction. Our own college has made instruction in resuscitation compulsory at
